Cleft lip and cleft palate are congenital deformities of embryonic origin that are formed between the 8 th and the 32 nd week of gestation, are caused by a failure of fusion of the median nasal processes. They are considered to be the most common congenital deformities among humans, originated in pharyngeal or brachial apparatus and its derivatives. Clinically and socially disabled individuals with cleft lip or cleft palate present problems of eating, swallowing, dysarthria, hypoplasia of the maxilla during growth, occlusal disharmony, low self-esteem and external appearances in different degrees. This article aims to present a clinical case of cleft lip/palate in adult, proceeding with its surgical correction by applying the techniques of Abbé and Von Langenbeck, emphasizing the importance of a correct diagnosis and proper treatment.
Introduction
Cleft lip and cleft palate are congenital deformities of embryonic origin that are formed between the 8 th and the 32 nd week of gestation, are caused by a failure of fusion of the median nasal processes. They are considered to be the most common congenital deformities among humans, originated in pharyngeal or brachial apparatus and its derivatives. (Farronato, et al., 2014; Monroy, et al., 2012) .
The prevalence varies considerably according to geographic region, race, gender, ethnic group, maternal habits, socioeconomic condition, heredity, paternal and maternal age, being found between 1.4/1000 Chinese and 3.6/1000 Americans. Worldwide it is estimated that each 600-700/1 born with cleft lip and palate. The cracks present interesting racial predilection, occur less often in blacks and are more common in the Eastern, showing greater propensity among men than women, in the proportion of 3/2. (Kuhn, et al., 2012; ribeiro, et al., 2005; Silva, et al., 2002) .
In 1972, Spina et al. proposed a classification based on the incisive foramen, boundary between the primary and the secondary palate, separating the cracks in 4 types: Pre-incisive foramen fissures (lip and alveolar arcade), that may be unilateral or bilateral, incomplete or complete; Post-incisive foramen fissures (hard palate and soft palate), that may be incomplete or complete; Trans-incisive foramen fissures (lip, alveolar arcade, hard and soft palate), that may be bilateral or unilateral; and rare facial fissures, which include other cracks in the face in addition of lip and palate. (Spina, et al., 1972; ribeiro, et al., 2005; alonSo, et al., 2010) .
Patients with orofacial clefts present, during development of the jaws, great possibilities of morphometric deficit with transverse and anteroposterior atresias, causing bad occlusion and maintaining dental inclusions. (Ferreira, et al., 2004; reiS, et al., 2006; pita-neto, et al., 2015) .
The treatment starts shortly after birth and extends into adulthood, and its goal is the aesthetic and functional rehabilitation aimed at repairing the Stomatognathic system. Early surgical repair is of fundamental importance for the prevention of the Cranio-maxillofacial growth, development of speech and proper dental outburst, requiring multidisciplinary teams for the resolution of cases of cleft lip and palate. (Farronato, et al., 2014; KiM, et al., 2015) This article aims to present a clinical case of cleft lip/palate in adult, proceeding with its surgical correction by applying the techniques of Abbé and Von Langenbeck, emphasizing the importance of a correct diagnosis and proper treatment.
Clinical case
Pacient W.S.S, feoderm, 22 years old, male, attend the Oral and Maxillofacial Surgery and Traumatology service of Hospital and Maternity São Vicente de Paula (HMSVP) in Barbalha-CE, Brazil, reporting complaints of dysphonia, dysphagia, otitis, halitosis, foul odor and low self esteem. Clinical examination showed that he had general normal health standards, with facial deformity as a result of the trans-incisive foramen bilateral fissure, according to the classification of Spina, and also important commitment of the nose (collapse of the nasal wings, enlargement of the cross-section of the nostrils, nose asymmetry, columella retraction, deviation from the caudal portion of the nasal septum, middle and posterior segment deviation of nasal septum and nasal floor missing). Intraoral examination showed alveolar edge, hard palate and soft palate bilaterally compromised by the fissure (Figure 1). It was noticed localized dental absences and dental remnants in poor condition.
With the clinical findings, it was proposed the implementation of tongue septorhinoplasty for correction of nasolabial fissure using the technique of Abbé, under general anesthesia and orotracheal intubation. Initially the demarcation of the midline of the lower lip was made with ipsilateral distance in vermilion for filtral treatment of 8 mm. The marking was idealized taking into account the longitudinal size, to correlate the distance of pro-lip. The incision was performed in order to release the total plans, including skin, subcutaneous tissue, muscle, and oral mucosa, followed by careful dissection of the labial artery pedicle (Figure 2) . After a superior rotation and location of the retail in the previously prepared default, it was made the fixation on plans, maintaining the centralization of midline and stretching of the columella (Figure 3) .
A year after the tongue septorhinoplasty, pacient evolves without complication in the postoperative period (Figure 4) .
On the second surgical moment, it was proposed the palatoplasty using the technique of Von Langenbeck. Initially a retractor of Dingman Mouth was applied to allow better visualization of the operatory field, with subsequent demarcation of the incisions with methylene blue (Figure 5 ). 
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Section: cranio-Maxillofacial Surgery Issn: 1755-7682 Vol. 8 No. 198 doi: 10.3823/1797 This article is available at: www.intarchmed.com and www.medbrary.com After the appropriate demarcations, a full-thickness incision was made along the edge of the soft palate fissure extending to the base, preserving the muscles of the uvula, followed by the cautious repair of uvula's two layers, applying the uvuloplasty conventional technique. Secondary incisions were performed along the lateral edge of the hard palate, starting anteriorly near the palatomaxillary suture line, heading toward posterior direction, exactly medial to the alveolar crest with posterior incision of the mucosa along the fissure. The whole mucoperiosteal was then taken off carefully aiming the preservation of neurovascular pedicles, creating in this way bipedicle mucoperiosteal flaps along the fissure. In conclusion, the mucosa has been carefully sutured and margins were approximated. (Figure 6 ).
In postoperative follow-up of 2 months the patient is with good aesthetic-functional restabilization, expressing intense satisfaction with the results obtained. (Figure 7) .
Discussion
Among the etiological factors of cleft lip/palate that are most frequently related to this pathology are: use of steroids, benzodiazepines, hypervitaminosis A, consanguinity, malnutrition, ionizing radiation, viruses, drug use, alcoholism, mechanical trauma and heredity. This is a pathology of multidisciplinary coverage, involving mainly the areas of Oral and Maxillofacial Surgery and Traumatology, Plastic surgery, orthodontics, psychology, nutritionist and speech therapy (Kuhn, et al., 2012; perry, 2015; KiM, et al., 2015; eduardo, et al., 2011; Furr, et al., 2011) .
Clinically and socially, disabled individuals with cleft lip/palate face problems of eating, swallowing, dysarthria, hypoplasia of the maxilla during growth, occlusal disharmony, low self-esteem and external appearances in different degrees. The corrective surgery, orthodontic treatment and speech therapy are necessary for the improvement of the clinical picture (Mehrotra, 2015) .
The treatment of patients with cleft should be initiated during the infant stage, before the individual begins to speak, providing a better joint production in addition to improving the development of voice and language (Khalil et al., 2009; lee, et al., 2012) . The patient presented here lived his 22 years of age in the countryside in the South of Ceará state, geographically distant from the centres for rehabilitation of Craniofacial anomalies and under unfavourable circumstances, factors that led him to adulthood without proper treatment.
There are several surgical techniques that have been documented over the years to correct cleft lip uni or bilaterally. The option adopted by this author was the confection of Abbé flap, which it was first described by Sabattini, in Italy, in 1837. It consists in the correction of the total thickness of upper lip, using the lower lip flap based on the labial artery. The Abbé flap has several advantages including providing tissue for correction of all lip thickness, restores the local innervation, providing active function of the upper lip and in some cases, can simulate the filter, improving the aesthetic aspect (aKaMatSu, et al., 2009; reiS Filho, et al., 2010; Carone, et al., 2009) . The use of the techniques of Abbé and Von Lagenbeck to associated cleft lip and cleft palate have been rarely described, and in this case the combination of both techniques is an effective treatment, since surgeons have knowledge of the anatomy and physiology of the face in addition to meet the principles of surgical technique. The most important fact is to have "common sense", when to use it (pitaneto, et al., 2015; perry, et al., 2015) .
Conclusion:
Rehabilitation of patients with clefts lip and palate must be made by an experienced multi-disciplinary team, being very important interdisciplinary professional rehabilitators.
The Abbé and Von Langenbeck techniques, when used in the repair of serious sequelae in cleft, show up as a good option in the therapeutic arsenal, providing satisfactory functional and esthetic result even in late rehabilitation.
The consequences of the disease, whether physical or psychological, must be minimized so that the patient feels able to integrate society. Vol. 8 No. 198 doi: 10.3823 
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